EDITORIAL
For decades, the world has seen an overwhelming number of neonatal deaths. In 2015 alone, the UN inter-agency estimation group estimated 19.2 deaths per every 1 000 births, [1] the majority of which come from low-and middle-income countries (LMIC) in South East Asia and sub-Saharan Africa. [2] Birth asphyxia, a condition traditionally referred to as the inability of a full-term baby to adequately establish breathing at birth, interrelated with other acute intrapartum events, [3] accounts for 717 000 deaths each year and is the second leading cause of neonatal deaths, [4] of which 85% are experienced in LMIC. [4] The Helping Babies Breathe Program (HBBP) is a global response to asphyxia that was endorsed by the World Health Organization (WHO). It was first introduced by the American Academy of Pediatricians (AAP) in partnership with USAID and Save the Children. [5] After nearly 6 years of implementation, this paper takes a critical look at this programme in sub-Saharan Africa.
Global response to asphyxia through the HBBP
In response to the global increase in neonatal mortality, [6] the WHO and the AAP launched the HBBP in 2010. [5] Key to this intervention was capacity building of skilled birth attendants using simulation-based methods. [5] By the end of 2015, 42 countries in subSaharan Africa had scaled up the HBBP nationally. [2] However, to date, complementary government strategies to support basic newborn care have not been implemented effectively and therefore many targets have not been reached in most African countries. [7] Dickson et al. [7] observed that investments towards establishing robust health information systems to capture the magnitude of birth asphyxia in most African countries had lagged. This undoubtedly has had policy implications as only 47% of African countries had prioritised birth asphyxia in the respective national maternal, neonatal and child health policies. [8] Health systems -can the centre hold with just the HBBP?
One critical factor to improve on is a strengthened healthcare system that delivers safe and quality service intra-and postpartum. [9] Lawn et al., [8] in a study of 32 countries, observed that only 10% of national health programmes adequately incorporated components of Comprehensive Emergency Obstetric and Newborn Care (CEmONC) into routine maternal healthcare. Similarly, a study conducted in Tanzania identified overpopulation of babies in a maternity ward, understaffing, and the absence of essential equipment, as the leading causes of 40 asphyxia-induced deaths. [10] Penwell [11] classified these factors as a violation of fundamental human rights to life. To achieve the golden minute, [1] the AAP recommends that health centres and hospitals have basic resuscitative equipment at every level of care. [5] Sadly, progress in this regard has fallen below expectation in many countries. In Malawi for instance, 6 years after scaling up the HBBP nationally, [12] data from the service provision assessment showed that the basic equipment to support sustainability of the programme was inadequate at almost every level of care (Table 1) . [13] Table 1 gives a further insight on the state of affairs.
The resounding question that emanates from Table 1 is how can the fight against asphyxia be won when basic equipment such as single suction apparatus is lacking in clinics? How can HBB training make an indelible impact when a manual vacuum extractor is absent in a health facility?
Another crucial area in the fight against asphyxia is an effective referral system that responds to emergencies in a timely fashion. [7] According to Hussein et al., 14] there is a significant negative correlation between effective referral system and neonatal deaths (odds ratio (OR) 0.56; 95% confidence interval (CI) 0.32 -0.96). Similarly, Pembe et al. [15] posit that implementing an effective referral mechanism has almost twice the potential of reducing risk factors of severe neonatal complications (OR 1.6; 95% CI 0.34 -7.8). Nevertheless, ineffective referral systems continue to hamper neonatal health especially in rural facilities. For instance, a study in rural facilities found that 62.5% with neonatal deaths were directly associated to late referrals due to transportation bottlenecks. [10] Community surveillance has been identified by Kilonzo et al. [16] as a prime factor necessary for well-coordinated and effective public health planning. Yet, fragmented community surveillance in most African countries has created an overwhelming deficit in planning for overall neonatal and maternal public health. [17] For EDITORIAL instance, a study in Tanzania found that the fragmented nature of documenting neonatal outcomes at birth had resulted in high rates of uncompleted perinatal registers. [10] Integration of MNCH data is the first step towards ensuring a community surveillance strengthening backed with strong data management teams at every level of care. In this instance, Ghana's approach to community and district surveillance is worth emulating. [18] Technical challenges of the HBBP -translation into clinical practice and sustainability Using Kirkpatrick's model of evaluation, Ersdal et al. [19] found that 39 skilled birth attendants trained in the implementation of the HBBP failed to translate it to clinical practice 7 months after initial training. Surprisingly, the authors further observed that the birth attendants' ability to conduct face mask ventilation (FMV) in delivery rooms had reduced from 8.4% to 7.5% after their training. Similar to this finding, an evaluation of the HBBP in Malawi found that only 57.1% of healthcare workers could attain the golden minute 1 year after training. [12] High rates of attrition among healthcare workers [12] and inadequate local funding streams [20] have been identified as the prevailing threats to sustaining the HBBP. Until 2015, donors had been the main funders of the HBBP, with >80% of funding for the programme coming from a consortium of private and international donor organisations. [5] Almost 17 years after the Abuja declaration, only Rwanda has committed a minimum 15% of its total budget to healthcare provision. [21] Lessons from other developing countries after the post Global Fund to fight AIDS, Tuberculosis and Malaria funding has taught us the ramifications of having donor-dominated health programmes. Staff attrition continues to threaten the sustainability of the HBBP. In Tanzania, Sepeku and Kohi [10] found that 1 year after implementation of the HBBP, staff turnover had almost doubled. Likewise, in Kenya, a study found that knowledge on asphyxia management in primary healthcare facilities had dissipated, largely due to high attrition rates among healthcare workers. [22] 
Conclusion
While a 1-day HBB training programme may result in skills enhancement of birth attendants, its translation into clinical practice is unassured. For this reason, a comprehensive health system-strengthening strategy will be necessary to avoid preventable neonatal deaths. It is worth acknowledging that birth asphyxia is currently the second leading cause of neonatal death, after low birth weight, [4] and now exceeds pneumonia, making it the second leading cause of under-5 mortality as well. [4] This implies that a comprehensive and integrated strategy for asphyxia management along with other perinatal complications will be a giant step towards the achievement of the United Nations' Sustainable Development Goal number 3 in sub-Saharan Africa.
Until sub-Saharan countries strengthen health systems and prioritise perinatal health, the expected progress of reducing under-5 mortality, while increasing life expectancy and the human development index, will remain below target. Governments must fulfil the Abuja declaration and increase health budgetary allocations to 15%, alongside a minimum healthcare spending of 5%. The training of perinatal specialists should be prioritised to improve the conditions of service for birth attendants in remote settings and to remove geophysical barriers to services.
Interventions at the household and community levels are crucial in reducing the possible risk factors that could affect the health of babies. For this reason, public healthcare planners should lead national efforts in educating pregnant women, especially those who are least educated. The implementation of community health workers (CHW) will be critical in achieving this objective and it would be worthwhile for other sub-Saharan countries to invest in CHW programmes, such as those in Rwanda and Nigeria. [23] At the management level, governments should invest in efforts to provide clear-cut policies that allow training institutions to incorporate the HBBP into teaching curricula. Health authorities should prioritise quality improvement and routine in-service training as a complement to the HBBP, and focus on other perinatal capacity building programmes, such as Essential Care for Every Baby (ECEB).
It is apparent that the world's singular targeted response to asphyxia, the HBBP, is inadequate. I therefore join other colleagues to call for global action towards establishing a more integrated, comprehensive, and responsive approach to perinatal health. 
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